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AMERICAN NEUROLOGICAL ASSOCIATION. 

The Thirty-fourth Annual Meeting held at the College of Physi¬ 
cians, May 20, 21 and 22, 1908. . 

The President, Dr. Charles W. Burr, in the Chair. 

(i Continued from Vol. 35, p■ 7S5.) 

THE TYPES OF ENCEPHALITIS. 

By E. E. Southard, M. D. 

The writer here considers the exudative forms of encephalitis only. 
The analysis is based on acute and chronie hospital material. The cases 
considered fall into three groups: (1) Acute, including coccal and typhoidal 
forms; (2) subacute, including tuberculous and luetic_ forms; and (3) 
progressive (dementia paralytica.) These groups are discussed compara¬ 
tively from three points of view: (a) The nature of the exudates, with 
particular reference to the plasma cell; ( b ) the incidence of vascular 
lesions; and ( c ) the main features of the glioses shown. 

Discussion. 

Dr. W. G. Spiller said he understood that Dr. Southard did not exclude 
the possibility of cerebral puruhnt processes having their origin in dis¬ 
ease of the lungs. That view was held extensively in 1893 in Vienna. 

Dr. Spiller has had three cases of localized encephalitis, not the kind 
to which Dr. Southard referred, in which hemorrhagic infiltration was 
almost confined to the cortex and resembled closely poliomyelitis, in its 
limitation to the gray matter. 

Dr. Southard asked whether Dr. Spiller remembered what organism 
was responsible for the encephalitis in his cases. The acute hemorrhagic 
encephalitis of the books is quite frequently due to the Staphylococcus 
pyogenes aureus. 

In four of six cases of aureus encephalitis there were areas of frank 
and somewhat voluminous hemorrhage as a rule in the subcortical region 
due to ruptures of the medullary vessels or to oozing therefrom. 

More work should be done on these lines, so that the somewhat sharply 
marked pathogenic properties of different organisms—the hemorrhagic 
tendency of the aureus, the extensive fibrin formation characteristic of the 
pneumococcus, the rapidly fatal serous exudation found with the strepto¬ 
coccus, the vascular lesions so characteristic of both pneumococcus 
and streptococcus disease as compared with the lack of vascular lesions 
in meningococcus disease—might be in future of more clinical aid. Here 
is a field in which structural pathology has for the moment outstripped the 
functional. Marchi work and myeline sheath work are by no means to be 
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neglected, but these methods do not appear to be solving the central prob¬ 
lems of encephalitis. Bacteriological work may not solve these problems, 
but is a conditio sine qua non for their solution. 

Dr. Spiller said he could not say what organisms were present as no 
cultures had been taken by the pathologists. 

Dr. J. Ramsay Hunt read a paper entitled Occupation Neuritis of the 
Deep Palmar Branch of the Ulnar Nerve. A Well-defined Clinical Type 
of Professional Palsy of the Hand. (See this journal, vol. 35, p. 673.) 

Discussion. 

Dr. Frank W. Langdon, of Cincinnati, said we were indebted to Dr. 
Hunt for the care with which he had worked out the anatomical differenti¬ 
ation of this interesting form of occupation neuritis. He desired simply 
to call to the notice of the Association a case that he saw some years ago 
in London which was under his observation for some weeks, that pre¬ 
sented a somewhat similar puzzling syndrome. In that case the question of 
a myelopathy or spinal muscular atrophy came up. The patient was quite a 
young man, between 18 and 20. Dr. Langdon thought there was no degen¬ 
eration reaction and no sensory disturbance but the patient had this char¬ 
acteristic atrophy of some of the muscles of the hand and a weakness of 
the shoulder. On tracing his occupation, Dr. Gowers, in whose service the 
patient was, considered it an occupation atrophy rather than a neuritis in 
the ordinary sense, because there were no acute symptoms or tenderness, 
and while there was atrophy there was no complete degeneration such as' 
Dr. Hunt describes. _ It was a noteworthy fact, however, that this man was 
a confectioner’s assistant whose occupation was to beat eggs—the English 
at that period had apparently not discovered the Yankee invention of an 
egg beater by machinery, or at least did not use it in this instance,—and 
this man beat eggs for 12 to r4 hours a day, so that the action of the 
shoulder muscles and the little muscles of the hand were very much over¬ 
taxed. Dr. Langdon did not know the final outcome of the case. He did 
not have the sensory or cramp symptoms such as scrivener’s palsy gives 
rise to. Egg-beater’s palsy, therefore, went down on record as a form of 
occupation neuroses or atrophy of the muscles. This case indicates how 
careful we must be in investigating the occupation, and not be too hasty in 
deciding because we have atrophy beginning in one group of shoulder girdle 
muscles or small muscles of the hand that it is necessarily going to termi¬ 
nate. as a progressive muscular atrophy. It also calls to mind another 
possibility, and that is, it shows a reason for the peculiar distribution in the 
typical cases of progressive muscular atrophy. It would suggest from the 
peculiar picking out of certain cells in the cervical cord that there was very 
likely vulnerability on the part of those cells which serve a very complicated 
delicate function in the use of the fingers, and extensive versatility of 
movement in the shoulder joint, which we know is hardly matched in any 
other animal. Not even in the monkey does it exist in the same degree 
that it does in man (the circumduction motion). The cases are certainly 
very interesting and will direct our thoughts in some other channel than 
that of progressive spinal muscular atrophy in those cases where there 
is a possibility of overuse. 

Dr. Knapp said he would like to add a word in appreciation of the very 
careful work in explanation of these cases. He had seen a good many 
cases of atrophy of small muscles of the hand, many of which had been 
diagnosticated as the beginning of spinal myelopathy in earlier days, and 



AMERICAN NEUROLOGICAL ASSOCIATION 


57 


he had been surprised to find that they did not progress but on the con¬ 
trary showed very decided improvement, until experience led him to the 
belief that many of them were not spinal cases at all, but were due to the 
effect, as he had supposed at the time, of pressure upon the muscles them¬ 
selves. He was afraid he had not always made the distinction which Dr. 
Hunt has drawn between the cases with wasting of ulnar branches alone 
and wasting involving also the thenar eminence, but certainly this expla¬ 
nation of Dr. Hunt’s is exceedingly convincing. Dr. Knapp thought the 
Association owed him thanks for the work he had done. 

Dr. Philip Coombs Knapp, Boston, read a paper entitled, Confusional 
Insanity and Dementia Praecox. (See this journal, vol. 35, p. 609.) 

Discussion. 

Dr. F. W. Langon said he quite agreed with the essayist as to the im¬ 
portance of differentiating the so-called confusional psychoses from the 
more definite disease dementia praecox. He thinks it is not always easy on 
short acquaintance to do so, but few cases are seen, at least in the institu¬ 
tions with which he is connected, in which the differentiation cannot be 
made, given sufficient time. Time is a very important factor, a few days 
even may suffice. Correct diagnosis is exceedingly important for the reason 
stated by the essayist that a very much more favorable prognosis is war¬ 
ranted in the acute confusional types, no matter how stuporous. If we 
can trace the stupor to simple exhaustion so much the better. With respect 
to terms Dr. Langdon thought the term amentia is fully as objectionable 
as the term dementia praecox. It properly applies to patients who have 
never had ahy minds, and is really idiocy in greater or less degree. It 
would seem that the term confusional insanity is much to be preferred. 
We may say the same in regard to dementia praecox cases, developed 
late in life, at or about 50. It seems better to use the term primary de¬ 
mentia for these cases at least, and it does not commit us to any pre¬ 
cocious ideas. It does not seem essential that every primary dementia 
should be dementia praecox. Since we have not worked out all the 
causes of dementia we are not warranted in assuming all those which 
are not paresis or senile dementia, to be dementia praecox, which is per¬ 
haps a too prevalent tendency. With respect to the remark of the es¬ 
sayist that primary dementias or dementia praecox may reach a stationary 
stage and not deteriorate for many years, Dr. Langdon thought this was 
not a safe criterion. He can recall very distinctly one of those regular 
habitues of the clinic in his student days, one of those convenient pa¬ 
tients who were utilized to teach all sorts of physical examinations to 
the classes, who made the regular rounds of the clinics when she was 
not in the City Hospital. This same patient came under his care at the 
City Hospital at various times, the last time when she was over 50 
years old. She was then bright, clean, fresh looking, had as much mental 
capacity as she ever had, was doing laundry work. She had evidently 
been a high grade imbecile at the start. She had gotten to her level and 
was happy and comfortable and had not deteriorated any more than when 
she was in the clinics twenty-five years before. 

Dr. Alfred Gordon said in respect to the term dementia praecox, in 
many cases the element of mental enfeeblement is not a sufficient reason 
for the diagnosis of dementia praecox. The tendency now is that with 
this symptom, as soon as the age is learned, the diagnosis of dementia 
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praecax is jumped at. It is true also that there are cases which present 
the typical picture. The question of curability of dementia praecox is a 
very difficult one to decide. Dr. Gordon said he knew very well that 
cases of complete recovery have been recorded, but when you examine 
these patients minutely again and again, they still show mental defic¬ 
iency. As to the cases that came under his observation for a period of 
ten or twelve years, he can safely say that while they improved a great 
deal in regard to their episodic disturbances, such as confusion, delus¬ 
ions, etc., the element of mental enfeeblement remains. From his ex¬ 
perience the term of confusional insanity can be applied with perfect 
safety only to the toxic and infectious cases. Confusion following 
intoxication of organic or inorganic nature may ensue, it lasts for weeks 
or even months, but a pure confusional insanity of a chronic nature is 
doubtful. On the whole he would say that the elements of psychiatry 
are far from conclusive. A great deal of study is to be looked for and 
no man has a right to say that he is absolutely certain of the diagnosis 
of these doubtful cases as we frequently see it done in and out of asy¬ 
lums. 

Dr. E. E. Southard, Boston, said he was struck by one statement in 
Dr. Knapp’s abstract, that “ it is not easy to distinguish between pro¬ 
found stupor and dementia.” Neither is it easy to distinguish sleep 
from narcosis in certain instances, or even life from death. But these 
difficulties in distinguishing are practical difficulties due to the inade¬ 
quate number of facts at hand, and not logical difficulties inherent in 
the nature of stupor and dementia. Although there may be diagnostic 
difficulties in this field, for a single clinical visit, the differential diag¬ 
nosis will not long be held in abeyance if the patient is long enough ob¬ 
served.- Dr. Knapp would probably agree that there were two groups 
of cases, basing the distinction on duration of symptoms alone. 

The Danvers Hospital cases of Meynert’s amentia often proved to 
be infectious in origin. 

Dr. Southard could not see the advantage of the term sensory phre- 
nosis, to which he objected on etymological grounds. 

Dr. Knapp, in closing, said that Dr. Langdon stated that we can dif¬ 
ferentiate between early cases of confusion and dementia if we take the 
time. In many cases it is a very simple matter to differentiate between 
these types in comparatively little time. We can differentiate very read¬ 
ily sometimes between acute confusion of toxic or infectious character, 
the simple case which does not show very marked symptoms, and the case 
of rapidly developing mental defect with all the classical features. It 
may be a perfectly simple matter to make that differentiation, you can 
sometimes make it in walking through the wards of the hospital, but 
the difficulty is in differentiating between the cases; and in regard to 
these transitional cases we often lack definite criteria which enable 
us to draw the lines sharply. We can distinguish between the cases 
which Bianchi claims present sensory phenomena, hallucinations, etc., 
after a brief period and then passing to mental deterioration, and 
the cases which pass into a state of mental deterioration without 
these preliminary phenomena of confusion, hallucinations and the like, 
but this is again not always easy. Dr. Gordon emphasizes the point 
that there are different types of these cases. That Dr. Knapp tried 
to bring out in his paper. There are different types of dementia prae- 
cox—the simple, the katatonic and the paranoid forms of Kraepelin. 
There are also the transitional types passing from one to the other. 
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Furthermore, there are the cases in which perception and orientation are 
much impaired. Kraepelin seeks to make that a distinction. Unfortu¬ 
nately, the individual case may show good perception and orientation 
at one stage and impairment of perception and orientation at another 
stage. Shall we change the diagnosis with this change in symptoms? 
The mental enfeeblement, also, is often seen and has been regarded as a 
distinguishing feature. It is by no means an easy matter when a case 
presents most of the classical symptoms of dementia praecox and makes 
a recovery such as the case Dr. Knapp referred to, to say that that 
case is a case of acute confusion and that another case presenting similar 
phenomena, which does not recover and stays in a state of mental de¬ 
terioration, is a case of dementia praecox. If one waits long enough 
undoubtedly the stupor may pass into a terminal dementia, but at the 
time the patient comes under observation it is by no means easy to de¬ 
termine whether it is simply a stuporous state or dementia. The nom¬ 
enclature is unfortunate. Meynert’s amentia is a bad term. Dr. Knapp 
did not think Bianchi’s sensory phrenosis will be upheld. Some pa¬ 
tients show marked mental deterioration, others do not. To emphasize 
the element of dementia is a bad thing. Our means of differentiation 
are still uncertain and the cases show such a gradation from the simple 
to the more severe that although we can determine the end states very 
well, it is a difficult matter to draw' the lines in the middle and say 
which case .should be put in this category and which in the other. 

FACIAL PARALYSIS. 

By G. A. Waterman, M.D. 

A study of a series of cases observed during the past seven years 
with special reference to the 1 relative number of mild cases as compared 
with those presenting a reaction of degeneration. Relation of age of 
the patient to completeness of recovery when the nerve is degenerated. 
Causes of secondary contracture. Prevalence of attacks of paralysis in 
varying months of the year. Value of the initial pain as a prognostic 
factor. Value of electricity in diagnosis at onset and in subsequent 
treatment as determined by results. (To be published in this journal.) 

PROGNOSIS OF SPINAL-CORD TUMORS WITH OPERATION. 

By William C. Krauss, M.D. 

An analysis of 150 cases showing marked improvement in prognosis, 
dependent upon early diagnosis and choice of operable cases. Favorable 
prognosis in cases of cysts and sarcomata. 

Dr. Alfred' Reginald Allen read a paper entitled, Delayed Apoplexy 
(Spatapoplexie) with Report of a Case. (See this Journal, vol. 35, p. 763.) 

Discussion. 

Dr. C. K. Mills said that the subject which was one of very great 
importance was ably treated in this paper. Many years ago he became 
familiar with the experiments of Duret and made a considerable num¬ 
ber of observations upon cranial traumatisms and also upon cerebral 
apoplexies regarded as traumatisms from the inside, the hemorrhage 
striking the blow rather than an instrument applied externally. 



